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punfiVMs. optic atrophy, and subsequent idiocy. If the skin over it is
tnin. it ma\ ulcerate and lead either to rupture and escape of a large
amount of cerehrospinal fluid, or to death from septic meningitis.
A meningocele is smooth, pedunculated, symmetrical (spherical or
P}1"^01*™;anc*- because itisfilled with fluid, translucent on transillumina-
tion. A5:>o. because the fluid communicates with the subarachnoid
space, the spelling can generally be seen to pulsate synchronously with
the heart-beat and to become tense when the infant cries. If, however,
the pedicle is very narrow, such pulsation may not be perceptible.
Digital pressure pushes the fluid back into the intracranial subarachnoid
space, producing bulging of the fontanelle as well as symptoms of
cerebral irritation (crying, twitching, or convulsions), or of compression
(rigidity, drowsiness, dilatation of the pupils, and slowing of the pulse).
Further digital pressure may produce Cheyne-Stokes respiration and
even death. The swelling is partly or completely reducible.
Encephalocele An encephalocele is usually small, smooth, and symmetrical, but is
generally not pedunculated. It usually pulsates, but, because the layer
of subarachnoid fluid 3s so thin, does not fluctuate and is not translucent
to transmitted light. Digital pressure may, however, cause bulging of
the fontanelle as well as symptoms of cerebral irritation. It may or may
not be reducible, according as the opening through which it protrudes
is large or small. Encephalography shows the presence of brain tissue.
Hydr-	A hydrencephalocele is large, irregular, and pedunculated. Its degree
encephahcele of translucency depends on the thickness of the brain tissue layer. It
fluctuates, but as there is practically no subarachnoid cerebrospinal
fluid between the membranes and the brain substance this hernia does
not pulsate and pressure does not cause bulging of the fontanelle or
symptoms of cerebral irritation or compression. Ventriculography will
demonstrate the communication between the hernia and the lateral
ventricle.
Diagnosis Intranatally, a cerebral hernia may be mistaken for caput succedaneum
^succKhweum an(* ^e Presentin? membranes. A caput succedaneum pits on pressure,
and	whereas a hernia cerebri does not. Fluid displaced by the finger from
membranes ^ mem|3ranes returns immediately; fluid displaced from a hernia takes
a little time to return.
Postnatally, the following swellings must be excluded: (i) Caput
succedaneum pits on pressure and does not possess that combination
of signs characteristic of any oae type of cerebral hernia, since it does
not fluctuate, does not pulsate, does not when pressed cause bulging of
the fontanelle or symptoms of cerebral irritation, and is opaque on
transillumination. Moreover, a caput succedaneum begins to diminish
in size almost immediately and disappears altogether in a few days.
From	(ii) Cephalhaematoma is not present at birth but develops later, and
Cfwemawtm	gradually diminishes in size and disappears in a few weeks. Also,
being an effusion of blood under the periosteum, it is limited by the
sutures and therefore lies over one bone only, usually one of the parietals.
It fluctuates, is not translucent, does not pulsate, and when pressed does

